Background: The Dalhousie Health Mentors Program (DHMP) is a communitybased, pre-licensure interprofessional education initiative that aims to prepare health professional students for collaborative practice in the care of patients with chronic conditions. This program evaluation explores the students' 1) learning and plans to incorporate skills into future practice; 2) ratings of program content, delivery, and assignments; 3) perspectives of curricular factors that inadvertently acted as barriers to learning; and 4) program improvement suggestions.
learning experience, or negative, potentially contradicting the intended learning outcome(s). There is a gap in the IPE curriculum literature reporting students' points of view with both the intended IPE learning experiences and the unintended experiences that create barriers to learning. Similar to research reporting on the effects of curriculum on professionalism development [16] , students' interaction with the unintended curricular factors of IPE learning opportunities may also lead to an unwanted impact on their overall interprofessional learning and professional development. Accordingly, planners of interprofessional encounters that are either standalone events or within a broader curriculum need to consider the impact of the unintended and hidden factors on learning in order to make it more likely that students experience IPE initiatives as intended. Evaluation and improvement of these experiences needs to be responsive to constructive feedback from students. While some learners may experience very powerful and positive long-lasting effects of the unintended experiences (e.g., team members who worked together exceptionally well and elevated their skills beyond the expectations of the assignments), of more concern are those students who experience the effect of unintended but powerful negative experiences. The concern is that some students may not be able to appreciate the intentions of the IPE initiative, and that the negative encounter will impact future skill development, or worse, it may create a self-perpetuating culture of negative comments or "recreational complaining" [17] about team members, professions represented, and/or IPE in general.
client/patient as a person first. The mentor may or may not have any experience working with the professions represented on their student team.
In the 2012-2013 academic year, students from 16 professional programs at three institutions participated in the DHMP, which involved three health mentor visits in the community and three meetings with a faculty supervisor who monitored the learning and assignments. Students were required to complete team and individual assignments. The ten team assignments were: 1) the team plan and the mentor's story, 2) three team reflective exercises, which were designed to guide the teams' selfassessment of their teamwork and were completed after meeting with the faculty supervisor, and 3) five team participation forms that reported on each team member's contributions to the team's assignments and mentor visits. The two individual assignments involved: 1) a peer assessment, which was confidential and submitted to the supervisor, and 2) a final written reflection. Student teams were supervised and evaluated by a faculty member from one of the participating professional programs, regardless of team member composition. Student participation in the DHMP experience was assessed on a pass/fail basis and was a requirement for graduation in most programs. The DHMP was not intended to be an add-on to curricula; rather, it was to be connected with the curriculum in each of the participating programs. For example, some programs included the DHMP as an interprofessional learning experience within an existing course, and some programs allocated a small percentage of the final course mark to successful participation in the DHMP (e.g., 5-10%). The majority of the participating programs shared a common time that is protected for IPE activities, such as the DHMP supervisor and mentor meetings.
The Expanded Chronic Care Model [1] is used as a guiding framework for the DHMP, whereby the health mentors represent informed activated patients and the students represent developing pro-active healthcare teams. The Canadian Interprofessional Health Collaborative (CIHC) National Competency Framework [20] is used to frame the DHMP interprofessional collaboration objectives. Specifically, three CIHC competencies were the intended focus of this program: interprofessional communication, team functioning, and patient/client-centred care. The team and individual assignments were designed to incorporate active learning strategies that required the students to reflect on their experiences with their team and mentor and, either individually or collectively, present information in a way that illustrated their new and deep learning. These strategies are known to improve student outcomes in such skills as critical thinking, communication, and problem solving [21, 22, 13] . The DHMP adopts a learner-centred approach by placing the responsibility for learning on the student and encouraging further development of a "deep approach to learning, " which can lay the foundation for lifelong learning [23, 24] .
Purpose
The purpose of this article is to share program evaluation results that explored the students'1) learning in the DHMP and what they planned to incorporate into their future practice; 2) ratings of the program content, delivery, and assignments; 3) perspectives of the intended and unintended curricular factors that acted as barri-ers to their learning; and 4) suggestions for program improvement. From these results, this article recommends strategies for improving the DHMP and highlights key lessons learned on how to strengthen the delivery of similar IPE initiatives such that the unintended barriers to learning do not undermine the intended learning outcomes.
Methods
A retrospective program evaluation survey was designed to gather the students' experiences during the eight-month DHMP. The evaluation survey is administered to students participating in the DHMP at the conclusion of the program each year. Survey questions inquire about the students' perspectives on the learning objectives, orientation activities, teamwork, health mentor involvement, the team supervisor's role, integration into the students' program, range of assignments, and the most important lessons they learned from the program. This article reports on the data from the 2012-2013 academic year. The evaluation was designed as a concurrent triangulation survey [25] . The Research Ethics Board (REB) at Dalhousie University confirmed that the DHMP evaluation survey met the federal and institutional exemption criteria and as such did not require REB approval for publication.
Participants
The DHMP students were from three Canadian academic institutions across two provinces: 14 of the 16 programs are affiliated with Dalhousie University, Nova Scotia (NS), and the remaining students are from the Dalhousie Faculty of Medicine distributed learning site, University of New Brunswick, and the New Brunswick Community College in New Brunswick (NB). All students (N = 745) enrolled in the DHMP during the 2012-2013 academic year were invited to participate in the online program evaluation survey. There were 346 students who opened the survey (but did not persist past question 1) and 295 students (40% response rate) who completed the online survey.
Data collection
The program evaluation survey questions examined in this article explored the students' views on the DHMP learning objectives, content, delivery, and assignments. The online survey was developed using Opinio Survey software (Opinio 6.4.1, Copyright 1998 and hosted on the Dalhousie University server. Data were collected using a mixture of Likert-type questions (5-point measurement of agreement and disagreement scale) and open-ended questions that solicited students' comments on their overall learning experience. Questions were formatted using Opinio Survey software (Opinio 6.4.1, Copyright 1998 and the survey was hosted on the University's server.
All responses to open-ended questions, referred to as free-text comments, were analyzed regardless of the link to survey items.
Analysis
The evaluation data were exported from Opinio into Microsoft Excel 2011 (Microsoft, Redmond, WA), cleaned, and then divided into quantitative and qualita-tive datasets, each initially analyzed independently from the other. Quantitative data were imported into Stata (Version12.0, Stata Corporation) for descriptive analysis; qualitative data were imported into NVivo 10 (QSR International Pty Ltd, Victoria, Australia) for analysis.
Proportions of respondents who "strongly disagreed, " "disagreed, " "agreed, " "strongly agreed, " or answered "neither" to the Likert-type questions regarding DHMP learning objectives, content, delivery, and assignments were calculated. The Likert-type ratings for the respondents who provided free-text comments were compared to those who chose not to provide comments using nonparametic WilcoxinMann-Whitney tests. These tests were conducted to examine whether those who chose to provide comments were reflective of the overall survey respondents.
Thematic analysis [26, 27] and content analysis [28] were used to analyze the students' voluntary written comments contained in 10 free-text survey fields imported into NVivo [29] . The initial coding structure was developed by one research team member who had no association with the DHMP prior to the analysis phase. Codes were derived by open coding responses as they appeared for each survey question and by using a priori topics presented by the survey. The coding structure was reviewed by one of the principal investigators, who was very familiar with the data and the DHMP, to assess the structure's comprehensiveness and accuracy in representing the data. The inductive process of open coding continued using NVivo 10 for data management, with each individual's responses examined for meaning and considered in the context of each respondent's comments in their entirety. Coding was conducted without regard to a comment's placement in a specific survey field. For example, students often provided information on what they learned and would apply in future interactions with patients in more than one comment box; all of these comments were open coded for meaning and grouped with educational benefits and/or other relevant categories. A constant comparative approach was used to refine coding and category development, group categories, and to detect patterns and relationships among categories. Themes and subthemes were identified and interpreted in consultation with a second team member who also reviewed the findings for accuracy and completeness. Quantitative and qualitative findings were then compared for consistencies between ratings and textual comments.
Results
A total of 295 students responded to the online program evaluation survey, representing a 40% response rate of the 2012-2013 DHMP student population. Of the 295 respondents, 204 (69%, or 27% of all students) provided at least one free-text comment. Table 1 provides information on the proportion of respondents who provided comments and their program demographic characteristics. The findings are organized as follows: 1) student learning as participants in the DHMP; 2) students' survey ratings about the DHMP content, delivery, and assignments; 3) intended and unintended learning experiences; and 4) students' recommendations and suggestions for program improvement. Table 2 provides the group respondent rankings for the four DHMP learning objectives. Collapsing the two ratings "agree" and "strongly agree, " it can be seen that the majority of respondents felt they met all of the learning objectives: 76% met the patient/client-centred objective, 73% met the objective related to chronic conditions, 70% met the team functioning objective, and 64% met the interprofessional communication objective. A Wilcoxin-Mann-Whitney nonparametric test did not find any significant differences between the rankings of the group who provided comments and the group who did not, for any of the four DHMP learning objective questions (p-value < .05). Overall, 164 students (56% of all survey respondents, 80% of those providing freetext comments) commented on having gained education benefits as a participant in the DHMP. Of these, 128 described what they attained and what they would incorpo- Table 3 provides exemplary quotes of the subthemes. In contrast, the key theme for a very small proportion of students was limited educational value added, described by 36 students from nine programs (12% of all survey respondents, 17% of those providing free-text comments). This viewpoint appeared to be linked to a negative assessment of the program's time demands relative to perceived educational gain, and/or perceptions that they already had the requisite knowledge or skills to meet the objectives. Always trying to keep in mind that the client knows their story the best and is the only person who can continue to write their own story. I work in collaboration with my clients to determine goals and objectives, gather information, work on interventions, and provide support and services, but they will decide how to use that support and those services in the end. (Occupational Therapy student) I really liked meeting and interacting with our health mentor. I'll be more conscious of the fact that each person's story is different. What they value is different, as is how they are affected by their illness. Exploring what is important to our patients as they deal with their illness is important to helping them recover and achieve a better quality of life. (Medical student)
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Interprofessional skills
I will remember that I am a valuable member of interprofessional teams. Previously, I had thought that I had to obey the hierarchy inherent in healthcare teams, but I see now that teams work best when everyone feels like they are on the same level. This will encourage me to be a more active participant on teams in the healthcare setting. (Nursing student) I will be very open and aware to the experiences and resources that each profession and individual I will work with might bring forth. (Social Work student) I will attempt to make sure that other health professionals fully understand my point of view and that I understand theirs in turn. I will try to come to the same conclusion on decisions that will benefit the patient overall. (Pharmacy student)
Collaborative attitudes
Understanding that the patients live with the condition, so they know what works and does not work for them. (Nursing student) No one is better than the other; we all have our expertise -put that to practice by respecting others. (Medical student)
It is important to respect and be open to the opinions and ideas of others in order to develop the best treatment approach. (Physiotherapy student) I think we have to realize that each of the professions has something to bring to the table and if we collaborate it will be beneficial for the patient and us. (Pharmacy student) Listen to what other professions have to say and genuinely make an effort to incorporate their suggestions into practice. Don't assume my profession is superior. (Nursing student) Students' survey ratings about the DHMP content, delivery, and assignments Table 4 provides the proportion of respondents who "strongly disagreed, " "disagreed, " "agreed, " "strongly agreed, " or answered "neither" to questions regarding DHMP content and delivery. With the exception of the survey question that inquired about the level of agreement with the students' knowledge of other students' professions (p < .05), the Wilcoxin-Mann-Whitney nonparametric test found no significant differences between the ratings of the respondents who provided comments and those who did not on the questions analyzed regarding DHMP content, delivery, and assignments. Given this minimal difference with all the questions considered, aggregated ratings (those providing and not providing free text) are reported, with the two groups considered similar to each other.
Table 4
Student ratings of program content and delivery * Significant difference (p < .05) between respondents with comments and respondents without comments After collapsing the response categories "agree" and "strongly agree, " more than half of the respondents were in agreement that: 1) the team was able to schedule joint mentor/team visits (77.9%); 2) other students made valuable learning contributions to the respondent's learning (68.6%); 3) it made sense for the respondent's program to be involved with DHMP (63.1%); 4) the number of mentor visits was appropriate (61.8%); 5) respondents learned more about their team members' professions
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www.jripe.org (59.2%); 6) the timing of the mentor visits was appropriate (58.2%); and 7) the DHMP was in the appropriate year of their respective program (57.1%). Less than half of the respondents (45.5%) agreed that the team meetings in person with their supervisor were helpful, and only one third of respondents (26.8%) agreed that the DHMP was well integrated into their respective programs.
In addition to the DHMP content and delivery questions, similar analysis was completed on the questions related to the assignments. Table 5 provides respondent ratings on the six questions related to the DHMP assignments. After collapsing "strongly agree" and "agree" responses, on only one assignment (the Health Mentor's Story) did the majority of respondents (50.6%) agree that it was an effective learning experience. The individual peer assessment received the next highest rating of agreement (44.2%), and the final self-reflection received an agreement rating of 38.7%. The least favourably rated assignment was the team reflective exercise designed to monitor team function- 
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Table 5
Student ratings of assignment components ing, which received only a 30.5 % agreement rating. Of the remaining assignment questions, 33.3% of respondents agreed that the team participation reports were an effective way to record contributions of each team member, and 31.8% agreed that the team plan assignment provided an effective learning experience.
Intended and unintended learning experiences
In general, the students reported agreement ratings for the majority of the intended DHMP content and delivery. However, the quantitative ratings reported in the text above and in Tables 4 and 5 , taken together with the students' qualitative responses, identified three areas of concern with the curriculum as experienced by the students, which acted as barriers to the intended DHMP learning outcomes: 1) curriculum 
Curriculum integration
There could be more discussion around the program with the content of the [home] program.
It was difficult to schedule meetings with my group. All of our meetings had to take place on the weekend. My program … did not have the time blocked off for health mentors like others did. It would have been helpful and it would have been nice to have other meeting times other than the weekend.
Meetings hard to schedule especially during final exam study time and with other professions as their schedules are different.
Although I agree that it makes sense to me that my program is involved in the Health Mentors program, it required a lot of work that did not count for any points towards our classes.
Although the Health Mentors Program was a great experience, given the time commitment required it seems that clinical programs gain more than my program
Team composition factors
I realize the nursing program does this in their third year and I am not aware of any others who do it any other year besides first. I think first year is too early because we do not have strong views from our fields and there is a lot of agreeing -while this is good, it limits our learning from one another.
I am also not convinced that pairing 1st year … students [who have a previous degree] with 1st year students from other programs (some of whom are 17 years old and have minimal exposure to their given disciplines) is the best way to learn about other disciplines.
This program seems to be a better fit [earlier in programs] as all group members would have equal novice understanding of the conditions. In this program, [there was] much reliance on [third year] students to figure out meeting times and to explain concepts. Very little contribution by other team mates on the basis of not having education on chronic conditions. I will never be working with the professionals I was paired with. It would make more sense for me to be paired with doctors or health administrators. I would have liked to [have] had the chance to network with these professionals since they are the ones I will rely on in my profession.
My health mentor was never involved with my profession, so I feel I did not get as much out of the program as I could have.
Table 6
Examples of unintended curriculum learning experiences: Exemplary quotes integration into student programs, 2) team composition, and 3) effectiveness of the interprofessional learning activities. Table 6 displays exemplary quotes of the students' reflections on the unintended curriculum learning experiences.
Curriculum integration
Many students expressed the view that the DHMP was not well integrated into their overall professional curriculum experience, despite the fact that the DHMP is not supposed to be an add-on to a curriculum; rather, it is to be connected with the curriculum in each of the participating health professional programs. Lack of curriculum integration was manifested in three main areas: integration of profession-specific and interprofessional learning, scheduling conflicts, and issues of academic credit.
INTEGRATION OF PROFESSION-SPECIFIC AND INTERPROFESSIONAL LEARNING
Some students felt that they had already acquired interprofessional knowledge or skills prior to their DHMP participation, or that other learning experiences provided more depth of learning or a more efficient means of achieving the intended interprofessional objective. A perspective shared by some students was that the DHMP felt "tacked-on, " with little reference or linkage to the DHMP detected in their home program learning experiences. Despite positive attitudes toward the aims of the program and their interaction with the mentors, some students perceived little integration between the DHMP and their home programs in terms of relevancy to their program-specific professional role or in enhancing profession-specific learning. The mentor's fit with the professions represented on the team was a factor in per- 
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Interprofessional learning activities
This just felt like another group project with fellow classmates. I did not learn anything about the professions of my teammates because there was no real way to incorporate our individual roles.
In the … program we are continually situated in team/group settings. Except for the fact that I had outstanding team members and achieved the learning objectives, I believe I could have attained this with my own peers.
I found the program too assignment-based, and less based on trying to accomplish objectives. If less emphasis was put on completing assignments and more on actually meeting as teams and discussing things, said objectives would be met much more by students.
The value of the program is in the discussions with the mentor. These additional assignments did not contribute anything to my learning and seemed to merely be busy work to provide material for evaluation.
To me the team reflective exercises and team participation reports were not useful for providing honest feedback. Of course there were members of the team who did not pull their own weight, but when they are sitting next to you while you write these up, how are you supposed to say "so-and-so did not pull their own weight?" It's not realistic. So everyone was the same; "everyone participated, we worked well together, we are a good team."
The cluster meetings were not very necessary. Something needs to be added to them to make them more productive and beneficial. ceived relevancy to their program curricula. Students reported unsatisfying experiences when they perceived that their profession was not directly applicable to the mentor's situation or condition. The qualitative data also suggested that the experience was perceived as more relevant to students in practice-based programs.
SCHEDULING CONFLICTS
While 11 of 16 participating programs had the same protected IPE time, the lack of protected time among all participating programs appeared to contribute to students' perceptions that the IPE experience was an inefficient learning experience that involved significant time costs, chiefly because of the scheduling and co-ordination problems they experienced. When time was not allotted for DHMP activities within their professional programs, students often experienced conflicts between the DHMP teamwork or supervisory meetings with other highly prioritized profession-specific learning activities. Adding to students' frustration was the aforementioned lack of perceived benefit from the DHMP activities and co-ordination and scheduling difficulties that affected their personal or work time. Other students found their clinical commitments overrode their DHMP participation, pressuring teams to accommodate their schedules in off-hours. Even though the majority of programs did allot time for DHMP activities, their students' protected time was rendered ineffective without universal implementation across programs. As a result, teams were forced to meet outside of school hours, in evenings, and on weekends to accommodate students without allotted time. The time and attention required to address scheduling problems detracted from the learning experience, as this student's comment indicated: "With different programs having very different schedules, this program became more of an exercise in scheduling than in learning about chronic conditions and interprofessional collaboration. " An unanticipated effect of allotting time within only some programs for IPE events created frustration for all. There was also a perception that time diverted to the DHMP could be better spent on other professional content. One student termed this a "sacrifice" when comparing their program with others lacking DHMP protected time.
ACADEMIC CREDIT
A perceived lack of academic credit for the time and effort required was explicit in the qualitative comments from students in four programs; the extent to which others agreed with this perspective is unknown. As a motivational factor, academic credit was clearly important, as expressed by this student:
I thought all the exercises and assignments we did were pointless. I didn't learn anything from them. We didn't get a grade for this, so I found it hard to care about it, especially since I didn't need the credit to graduate.
Similarly, this student's comments indicate that the lack of academic credit did not reconcile with their workload, adversely affecting attitudes toward the program and its potential value:
The last thing we have on our minds is a class that is simply PASS/FAIL and has no effect on our GPAs, as there are sciencebased classes that we are taking that have much more of an impact on our professional lives. If the health mentor program wasn't so assignment based, I think it would have been much more welcome by … students.
Beyond some students' desire to receive credit for the work they have done in the DHMP, this quote also alludes to the perceived relative importance of "sciencebased" course work, which some students assessed as more directly relevant to their professional development than the DHMP. This suggests that the perceived value of the learning experience may be tied to the academic credit assigned and/or that a disconnect between the perceived value of academic assignments and the number of assignments (ten in total) can be a barrier to student learning. Students detected a misplaced emphasis on producing work for evaluation purposes to the detriment of the overall learning experience.
Team composition
Contextually, the goal was for students to learn about the mentor as a person first, rather than focusing on the contribution/role of each student's particular profession to their care. Participation in the DHMP prior to learning profession-specific values, roles, and culture was expected to encourage a focus on team collaboration. Despite the positive intention of creating a patient-centred focus, team composition factors led to unintended barriers to some students' learning. Three factors pertaining to team composition were highlighted by students: level of learner, professional relevance of team members, and mentor-team mismatch.
LEARNER LEVEL
The timing of the DHMP experience in the professional program varied across programs (from first to third year in an undergraduate program, to graduate students in professional programs), with most learners in the first year of their professional training. Many students in several programs noted that first year was too early for this type of interprofessional experience. First year students perceived they were unable either to contribute fully or to knowledgably represent their profession; this reduced mutual learning among the team members. However, from the perspective of students further along in their programs, a mix of experienced and less-experienced students was also unsatisfying. Comments from third-year students indicated that this was not an appropriate time for their participation in the DHMP, and they favoured an earlier program experience. They felt they had already acquired much of the knowledge and skills offered through the DHMP, thus reducing the program's relevancy. While they shared their knowledge with less-experienced team members, those teammates could not mutually reciprocate or advance the experienced students' knowledge. The qualitative data suggested that disparate levels of university experience and maturity within the team could be a limitation to full participation.
The more-experienced university students (regardless of year in their professional program) took on time-consuming team leadership and coordination activities by default, which they sometimes perceived as unfair. The timing of the DHMP in the individual professional programs influenced the levels of experience within the teams. Participants thought this sometimes negatively affected the quality of discussion during team meetings with the faculty supervisors since inexperienced or lessknowledgeable members could not contribute fully.
PROFESSIONAL RELEVANCY
A second factor pertaining to team composition was that the relevance of the experience was diminished when teams contained professions that had low probability of interacting in actual practice settings. Students felt that they did not increase their understanding of how to work with professions they would likely encounter in collaborative care when they were not matched accordingly. This also contributed to the perception that the interprofessional component was a poor educational simulation in some students' experiences.
MENTOR-TEAM MISMATCHES
Students had difficulty with the applicability of the experience when the student's specialty was not realistically involved in addressing their mentor's chronic condition or disability. They were left to search for theoretical examples of how they might work with others as opposed to learning from their mentor's authentic experiences in the healthcare system.
Interprofessional learning activities
The written responses suggested that the learning activities represented a poor simulation of interprofessional collaboration students might realistically expect to encounter in practice. As one student remarked, "simply working on a timeline [of the mentor's life] with nurses, respiratory therapists, et cetera, does not help me understand our individual roles in, say, a hospital setting. " Whether or not the overall team experience per se was positive or negative did not appear to be an explanatory factor in students' perceptions that there was no useful interprofessional experience. For instance, many commented on a positive teamwork experience while simultaneously noting the interprofessional collaborative experience was absent. Students described that the opportunity to interact within their professional roles was limited, and there was both a lack of focus and an under-exploration of the interprofessional aspect at the student team and supervisor team meetings (related to this were team composition factors that also posed barriers, which were discussed above). Students felt that they were not permitted to exert their professional role in their interactions with the mentor because, as previously noted, students were explicitly instructed not to provide intervention or advice. Mentor interactions were focused on gathering information from and reflecting back to the mentor his or her own story; students therefore reported that the opportunity to explore professional contributions in collaborative relationships was limited.
Even though the experience of talking to a health mentor appeared to have perceived value and the health mentor story assignment was the most positively rated, the assignment received mixed reviews qualitatively. Some students reported that reflecting back to the mentor their own story resulted in little, if any, additional skill development. Some students felt that they could have accomplished the same outcomes working with colleagues in their own programs. While there were several highly positive comments about the mentor relationship and interaction, some students reported their particular mentor was not responsive or clear about the mentor role or the DHMP goals.
Team meetings with the supervisor were planned as a vehicle for interprofessional learning but were viewed as unproductive, despite congenial and positive supervisors. These meetings were tainted by scheduling conflicts and lack of participation from inexperienced students who may have lacked enough knowledge about the mentor's condition or their own profession to contribute fully.
Students also perceived there was excessive reporting about team functioning, which they criticized as an "unnecessary, " "time-wasting, " or "redundant" exercise for well-functioning teams. As one student remarked, reflections and reports were only "completed because they had to be done. " The suggestion was made that these instruments might possibly be helpful when problems existed, but even so, students also described how the team functioning reports, often completed as a group, were problematic because they lacked anonymity and thus were not accurate portrayals of team functioning when there were difficulties. They were perceived as an irritant that contributed to the negative viewpoint that the program's assignments overall were ineffective. As summarized by one student: "The exercises were not useful. They were merely one more hoop to jump through before we could put this course behind us, and did not serve to deepen learning at all. " Furthermore, some students viewed these assignments as incongruent with adult learning principles because they were not practical or relevant, adding to their dissatisfaction. Peer assessments were not seen as useful or efficient either, especially when there were no problems. Some students found the third mentor visit redundant, of little perceived added value and thus an inefficient use of time.
Students' recommendations and suggestions for improvement
Over 80% (N = 165) of those providing free text comments offered recommendations and suggestions for program improvement. Ten percent of the students who made recommendations held extreme positions, suggesting making no changes, making the program voluntary or exempting experienced students, or eliminating the entire DHMP program for their program's participation. Consistent with the fact that most students felt the course objectives were met, the vast majority of comments centred on program design or implementation changes that would alleviate the unintended learning barriers they experienced. There were three main categories of recommendations for program improvement: 1) integration of the DHMP into home programs, 2) interaction with the mentors, and 3) interprofessional learning experiences. Table 7 displays the recommendations for improvement and the learning bar-riers they potentially address. As noted in the table, several recommendations have the potential to impact more than one of the unintended but identified student learning barriers.
Table 7
Students' recommendations and the barriers to learning they potentially address
Improve integration of the DHMP Students offered two recommendations concerning the pervasive and frustrating scheduling problems. The third and fourth recommendations addressed the lack of academic credit and the program workload and time commitment.
ALLOT COMMON MEETING TIMES
When the DHMP was not integrated fully within the student's program, students were confronted with missing either the DHMP activity (and inconveniencing their team) or missing learning experiences in their home program (which were highly valued and also worth more academic credit). In the students' eyes, curriculum integration, including allocating devoted time for all team members, was the key remedy to
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I believe that each professional should have a specific time dedicated to health mentor activities. All the professions were not able to make the meeting times with health mentors, as our schedules were so noncohesive. It was very difficult finding a time that worked for all of us.
Another student elaborated:
I'm wondering if there is a way to better integrate the schedules of the programs so that more can be done during daytime hours. All of our team meetings took place in the evenings. It was enormously difficult to find times that worked for all team members and our health mentor. One of our team members had to pay for childcare so she could attend some of our team meetings. We all have very busy schedules and obligations at home. I think it's worth exploring how this program could be better integrated into each profession's curriculum.
Students suggested scheduling mentor meetings within allotted common times in all programs' schedules. Some students viewed the mentor meeting times as a program responsibility. It was suggested times could either be established before the academic year or provided for in DHMP allotted time slots.
CONSIDER EXAM AND BREAK SCHEDULES IN PLANNING DHMP ACTIVITY
Students also requested that consideration be given to university exam schedules and breaks when planning DHMP meetings and deadlines. Students found the DHMP work in the last week of classes was problematic, as exams were often scheduled during that period. Students noted that it was unrealistic to expect teams to conduct preparation during the winter break for a mentor meeting due immediately after the break.
PROVIDE ACADEMIC CREDIT
The lack of academic credit was un-motivational when students considered the time and effort necessary to complete the program was over and above their regular, credited course work. It was also a source of internal conflict when students were forced to choose between home program activities worth more credit than the DHMP team activity. Some students felt that the program should have more grade weight allocated for their participation in the program. This recommendation was succinctly stated by one student: "This program should be worth more marks-wise due to the large time commitment. " This advice came from another student: "Ensure [that] the program is embedded in a course and credit is received. " REDUCE THE WORKLOAD AND TIME COMMITMENT: KEEP IT SIMPLE AND SHORT The recommendation to reduce the workload and time commitment for the DHMP was widely and clearly expressed by many students in 11 of the 16 participating pro-grams. Comments included the perspective that reducing the workload could shift the focus from completing redundant and seemingly pointless activities or assignments to more focus on authentic learning. The comments below illustrate the students' perspectives, echoing the desire for more effective and efficient use of their time spent on the program.
Too much focus on assignments, team reflection, et cetera. The focus should be on the interaction with the patient. The assignments, orientation meetings, issues with [the online learning system], meetings, et cetera, take a lot of time, and students become disinterested and perhaps start to see the program as too much stuff in comparison to what they get out of it. They will then even start to resent the really important part of the program (mentor meeting). A lot of it is really over kill. Often less is more.
Less paperwork. Keep it simple and emphasize the human interaction more than all those ridiculous forms! I believe the program would be more effective if it was compressed into one semester. Having the three visits spread out over a year made continuity more difficult because all healthcare programs are very busy and this program fell behind other work.
Improve interaction with health mentor
Student interactions with their health mentor and exposure to their mentor's perspective are key features of the DHMP, and students offered recommendations in three areas aimed at improving their interaction with the mentor.
IMPROVE INTERACTION IN MENTOR MEETINGS
Many students expressed the view that they genuinely enjoyed the contact with their health mentor and were appreciative of the mentor's volunteer participation. Nonetheless, a strong recommendation categorized above under "reducing workload" was made by students across several programs to reduce the number of mentor meetings from three meetings to two. In the students' eyes, this recommendation would reduce workload by eliminating an unnecessary visit, but also improve effectiveness. Students did not find much new information or purpose to the second visit, making them feel forced, repetitive, or redundant. A third visit might be made optional if required to complete the assignment, as not all mentors were as forthcoming with information as students might have liked. Some students were looking for more interactive exchanges with the mentors, reporting that it felt unnatural simply listening and drawing out the story, and it could feel awkward presenting the story. Students were mindful that professional input was inappropriate for most given their level of training and the intent of the program. The potential for greater learning was seen if the program moved away from a passive student role in a didactic situation with "mentors telling and students listening" toward a two-way interaction and exchange of ideas with the mentors. Suggestions included a different format, such as discussion meetings with mentors and encouraging mentors to interact more. For example, one student explained:
[Our mentor] talked at us the whole time.
[It] would be more effective to engage us [as] active participants, i.e., come up with discussion questions (reflective of our experience in our programs), share insight from our experience thus far with the mentor, share something of ourselves with [the] mentor.
MATCH MENTORS TO TEAMS COMPOSED OF PROFESSIONALS RELEVANT TO THE MENTORS' CONDITION(S) OR DISABILITY
Matching teams relevant to their mentors' condition(s) or disability was very important to students in specialized programs, as expressed by this student:
While I understand that group/client selection is random, it would be much more beneficial if students in our program … could be matched up with someone who either had [discipline-specific] difficulties or if they could potentially have these difficulties in the future based on the course of their illness.
There was also a suggestion to broaden students' exposure to different mentors through alternative activities, such as a panel of mentors meeting with students that would permit an exchange of experiences and ideas.
ENSURE MENTOR SUITABILITY FOR THE PROGRAM
The successful completion of the program hinged not only on student effort but also on the mentors' responsiveness, health and healthcare history, co-operation, and contributions. Most students providing comments on mentors made positive comments about their mentors. Other students described negative experiences and recommended mentors be more carefully screened. They wanted to ensure mentors are able to communicate and tell their story, are responsive, understand the goals and boundaries, and that mentors have enough contact with the healthcare system to draw on so that their experiences provide useful student learning. Another factor to be considered in mentor screening was the amount of travel time involved in meeting with the mentor. Students described significant additional time costs associated with travel to mentor meetings, especially when they did not have a vehicle.
Improve the interprofessional learning experience
A major focus of student recommendations was improving the interprofessional learning experience. Key subthemes were 1) changing the timing in the professional program, 2) composing teams with members homogeneous in year/level of professional training and with members most likely to work together in the future, relevant to the mentors' condition or disability; and 3) clarifying the DHMP focus and providing activities that directly address the interprofessional objectives.
CHANGE TIMING IN THE PROFESSIONAL PROGRAM
Contrasting preferences for early and late timing within professional programs were evident. First-year students expressed that experiencing the DHMP after first year would be preferable, as they expected that they would have more profession-specific knowledge and experience to contribute, thus facilitating a greater depth of mutual learning about their respective contributions to interprofessional collaborative care. One student's comments typified this view: "Develop an interprofessional health team program later on in our education, once people have an idea of what their roles are on a team to simulate what actually working on a collaborative healthcare team is. " A firstyear student noted their lack of knowledge, limiting their contribution to the team and their own learning: "The HMP should be in a later year in my program rather than first year. This way we will have more knowledge of … and we can make better comments or ask better questions. " Conversely, third-year students deemed the program more suitable to first year when they had not already acquired the skills required to complete the assignments, and when their professional program had fewer demands. Consistency of program year among team members was another recommendation to prevent tensions introduced when learners had less or more professional education than other team members. In the words of one student: "I feel by having third-year … students and (for example) first-year … students, it really made the [third-year] students feel that their role is not as important, and played into the stereotypes of society. "
IMPROVE TEAM COMPOSITION
In order to address the issue of professional relevancy, students suggested comprising teams with students who would plausibly interact in the process of collaborative care and matching that student team with a mentor with conditions or disabilities relevant to the professional mix on the team. A student's comment demonstrates the negative impact on learning when professional relevance was not present: "It would be nice if the mentor has received care from all professions that are assigned to them. I feel [that some] students were able to get more from the program because the mentor had direct experience with these professions. "
IMPROVE CLARITY AROUND DHMP GOALS AND ALIGN LEARNING ACTIVITIES WITH OBJECTIVES
Some students called for increased clarification of the DHMP program objectives. Within this perspective, some students felt that the learning activities did not explicitly address both the chronic disease and the interprofessional objectives and failed to produce an authentic, efficient, and effective interprofessional learning experience. A student commented that the program encouraged us to focus on our health mentors as people rather than patients, so we seldom discussed their condition from a medical perspective, nor what our roles would be if caring for him as a patient. It seems like these two goals are in conflict.
Likewise, another student noted that some members focused on what they learned about our health mentor as a person, therefore speaking more to our health mentor's personality like resilience. I thought the goal was to learn what we could do as health professionals to improve patient care based on our health mentor's experiences. Objectives should be clarified so everyone is on the same page.
While important messages were received about viewing the patient as a person, students expected all perceived learning goals to be met and accordingly recommended a more explicit focus on interprofessional collaboration and opportunities to explore one's own role and better understand others' roles. Student comments indicated relevancy must be inherent in learning activities to align them with the objectives. One student directly expressed: "I feel like there should be tasks that specifically require people to use skills relevant to their profession. " For many students, the assignments called for generic teamwork that lacked a distinct interprofessional element. One student remarked:
I felt it should be more oriented toward actual interprofessionalism. I felt as though we were meeting as four individuals and not contributing based on our professions-just as people. There was no actual program-specific professional input required, which I thought was the original purpose of the program.
Students understood their level of knowledge precluded advising the patient; nonetheless, they wanted ways to directly explore profession-specific input, suggesting alternative activities. These included case studies, shadowing or interacting with actual interprofessional teams, and learning experiences modelled on other interprofessional activities they were engaged in that they perceived were more effective. Students also suggested replacing the program with single-day interprofessional event(s) that would incorporate a variety of mentors, thus increasing the breadth of mentor stories students could learn from.
Discussion
The overall aim of this analysis, using program evaluation data, was to explore students' learning experiences as participants in the DHMP and to share their perspectives on curricular barriers to learning as students in an IPE program. The exploration of student ratings and textual data in this report provide a more complete understanding of the students' experience than one method alone. For example, over half of the respondents quantitatively agreed that they met the four DHMP learning objectives, that the DHMP learning experience was in the appropriate year of their program, that it made sense for their program to participate, and that they now know more about the professions of other students on their team. However, the qualitative comments describe instructive messages about the barriers to learning the students experienced. Powerful educational experiences can lead a learner to re-think their values and plans as a health professional [30] , so it is important to attend to the perceptions and experiences of the negative experiences that affect learning.
Reflection on the evaluation results provides insight into broader issues that may be causing such programs to be received differently than intended. The quantitative and qualitative findings illuminated three areas for improvement from the student perspective, providing a basis for data-driven program improvement. Specifically, the recommendations proposed by students provide ways to improve three main program components: 1) integration of the DHMP into home programs, 2) interaction with the mentors, and 3) interprofessional learning experiences.
Building upon the students' recommendation specific to this health mentor IPE learning opportunity, we also identify three key lessons learned that may be applied to other related IPE initiatives:
1. Managing student learning expectations in light of sequential IPE skill development is a delicate balance and requires explicit attention. The current evaluation increases our understanding that despite the significant learning that occurred with respect to seeing the patient/client as a person first and the majority of students reporting that the DHMP objectives were met, some students were still hoping to learn more about interprofessional roles. For these students the under-emphasis on this specific interprofessional objective was a lost opportunity. Learning about interprofessional roles was not one of the objectives of the DHMP; therefore, students felt that they were left to vicariously or indirectly learn about their interprofessional role through their mentor's eyes, which students felt was not the most effective way to learn basic interprofessional concepts. Not surprisingly, the students most dissatisfied with learning about others' roles were more apt to provide textual comments. The students had expected to develop role clarification as a foundational competency, but in the students' eyes this expectation was not met through the DHMP learning activities. Students appeared to equate role clarification with interprofessional education, even though role clarification was not an intended objective of the DHMP. As indicated earlier, the three CIHC competencies focused on in the DHMP were interprofessional communication, team functioning, and patient/client-centred care. Perhaps it is not possible for students to meet these competencies without first understanding the professional roles and responsibilities of each team member. In particular, it may be difficult for students to communicate as an interprofessional team in a collaborative, responsive, and responsible manner [20] when they may not be aware of the unique professional perspective of each team member.
The student concerns about team composition, professional relevancy, and mentor fit also reflect the differences between the DHMP as intended and the resultant student perceptions, experiences, and expectations as reported in this paper. The program evaluation data suggests students had the expectation that they would achieve the goal of interprofessional collaboration to ensure patients/clients have "access to the right professional at the right time in the right place" [31, p. 1], despite this not being one of the planned objectives. Data also indicate that for many students this expectation was clearly not met in the DHMP learning experience. There was no matching of student teams or mentors, other than to ensure that there was diversity in the professional representation. Students commented that while they could function well as a team completing an assignment, they did not have opportunities to explore professional roles within the structure of their assignments and team supervisor meetings; the "interprofessional" element did not develop as they expected. The unintended message that was inadvertently communicated was that IPE does not have to represent real-world teams and therefore may not be relevant to real-world practice. The students detected this mismatch, and it could be argued that it demonstrates that they value interprofessional work even though their IPE experience may have fallen short of their expectations. While it seems it would be preferable to have a more systematic fit between the mentor and the team composition, issues of logistics to administer the DHMP prevailed, which is a common limitation in IPE program planning [32] .
Complicating the team composition issue was the fact that not all participating students were in their first year of study, and that students in some programs were at a different level of personal maturity than others. As well, a number of students in these programs brought past experience in other health professions. In arguing for the need for theory in developing IPE activities, Hean, Craddock, and O'Halloran [33] discussed the need to consider "stage development" in knowledge acquisition and that the "interaction between existing and new knowledge is important in learning and has led to the recognition that teaching must take account of students' existing knowledge" [p. 255] . In our earlier research with a different DHMP cohort [6] , the health mentors recommended that students have the opportunity to develop basic interviewing skills before participating in the DHMP, as many of the mentors felt that the students were not prepared to ask open-ended or follow-up questions. The health mentors wanted the students to take a more active role in asking questions and move beyond just taking notes. Interestingly, this is consistent with the students' recommendation for the DHMP to move away from a passive student role in a didactic situation with "mentors telling and students listening" toward a two-way interaction and exchange of ideas with the mentors. However, students, particularly those in the first year of their training, likely lacked the foundational interviewing skills to take on this active role.
The original intent of the DHMP was to introduce students to the concepts of IPE, particularly patient/client-centred care, in the first year of their professional programs. The hope was that matching the first-year students at a similar stage in their professional intellectual development within their program might ensure the success of IPE [34] . However, programs are given the autonomy to decide on the appropriate placement of the program within their respective curricula. Perhaps the goal that the DHMP is an introduction to IPE needs to be made far more explicit to the programs and students. Additionally, DHMP as an introductory IPE experience needs to be put into the broader context of other IPE activities that the students will experience later in their programs. Finally, for students to gain the maximum benefit from such programs, it is critical to ensure that all students have the necessary basic communication skills to ensure active participation.
2. To be valued by students, IPE initiatives must be integrated and valued (e.g., given credit) within their own programs. Student perceptions regarding the value of IPE were related to how well DHMP was integrated into their respective program's curriculum, assignment of credit for the work completed, and scheduling challenges. Within the 16 programs that participated in the DHMP, there was considerable variation among how the DHMP was integrated into the respective curricula. The curricular integration differences were also reflected to some extent in how academic credit was assigned to students participating in the DHMP. While some programs embedded the DHMP within a program course as described elsewhere [35] , many other programs had participation in the DHMP as a stand-alone learning experience. Additionally, some students devalued the experience because they did not receive a specific grade (apart from pass/fail) or that they perceived the program was not meeting their "science-based" educational needs. Finally, students voiced concern that even if their respective program had a common time assigned for IPE, if the other members on the team did not have the same common time, the message received was that the encounter was either not valued, or it was preventing other learning perceived as more valuable. While experiencing and working through the challenges of finding common meeting times might serve to highlight the importance of co-ordinated care, not all students found this process a valuable learning experience. Depending on the practices of their particular program, the unintended message may be that although the home program requires student participation in the DHMP, such participation is not really valued in comparison to the profession-specific curriculum. These perspectives underscore the potential need to integrate the DHMP fully across programs and within programs and existing courses-where integration can be explicitly communicated to students.
3. Sometimes well-intended assignments do not elicit the intended IPE learning; Learning activities must inherently elicit an opportunity to learn. The third lesson learned relates to the number and nature of the assignments. The assignments with the mentors were intended to focus the students on the mentor as a person and the mentor's experience with a chronic condition. They were also designed to reflect the learner level and the kinds of activities that the students might reasonably engage in unsupervised with the mentors. However, the students did not see the assignments as reflecting issues of IPE because, as noted earlier, they did not address issues of role clarification. In addition, the assignments were seen by some students as lacking relevance to their profession and may have unintentionally suggested that interprofessional education and collaboration deal with soft issues of marginal significance. Assignments that explicitly require input from different health professions might be more valued. For example, in the original Jefferson University Health Mentors Program [19] , the mentor story was only the first of four modules. The subsequent modules seemed to require more interprofessional input from team members who were from fewer and more closely related professional programs than the team members in the DHMP.
Although the inclusion of so many programs in the DHMP may have contributed to concerns about team composition, this was purposefully implemented to expose learners from a wide variety of professions to concepts of patient/client-centred care, interprofessional collaboration, and the diversity and complexity of the healthcare system.
Finally, team functioning reports were designed to have the students focus on issues of interprofessional collaboration; however, these assignments were seen by many to be contrived, lacking relevance, producing inaccurate portrayals of team function, and time wasting. These perceptions may reflect an unintended message that reflecting and talking about team functioning with one's team members can be awkward and uncomfortable. Perhaps these student teams are too short-lived, or too diverse, and not sufficiently cohesive to enable this sort of discussion.
In summary, this program evaluation has indicated a number of areas in which changes can and should be made to the DHMP to facilitate the achievement of its goals and to ensure that the unintended messages or learning experiences do not undermine these goals. As well, the issues that emerged from this analysis point to the need for students to be better acquainted with where the DHMP fits into the broader IPE curriculum of their particular program. Most programs within the DHMP require the students to have completed a number of IPE activities by the time they graduate, including activities in the practice setting [36] . Students need to understand that the DHMP is intended to be an introduction to IPE and does not constitute the entirety of their IPE experiences-learning about students in other health professions is the first step in their journey to become collaborative practitioners. What the students can expect from the DHMP is an understanding that people with chronic conditions should be viewed as members of a team comprised of many different health professionals. They also can expect to come to understand and appreciate the patient as a whole person with a life that extends beyond their chronic condition. The new learning from this program evaluation study is relevant to individuals who are involved in planning health mentors programs or other related longitudinal IPE programs.
Limitations
There are several limitations to this analysis. These are findings from a program evaluation rather than a controlled research protocol. Questions were deliberately framed to elicit information to help improve the program, rather than to elicit a complete picture of the students' learning and experience. The online survey focused on process outcomes; standardized research tools to measure student outcomes were not included. Completion was voluntary and students knew that the survey would be used to improve program content and delivery. Although those who provided comments appeared to be similar to those who did not, it is possible that students who had less positive viewpoints chose to respond. We unfortunately did not have access to the demographics of age, total university experience, previous healthcare experience, nor the percentage of respondents who were from the same team, and whether their collective perception of the learning experience was positive or nega- tive. We are also unable to comment about the persistence of the negatively rated items from this experience in terms of how they will affect the students' future prelicensure or post-licensure interprofessional experiences.
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Conclusion
The program evaluation information addressed within this article and our lessons learned are instructive not only to program planners for the DHMP, but for those who plan any IPE experience. Educators need to be aware of the students' experiences with the intended and unintended curricular factors that will always be present and influential in student learning. The goal of this article is to share our experience and highlight the need for IPE program planners to be aware of not just the positive outcomes, but also to expect and watch for unintended or unplanned learning experiences and how these may adversely affect the good intentions of IPE initiatives. The results of this evaluation informed several changes to the 2013-2014 DHMP.
